Long-term outcomes related to emergency department revisit, hospital readmission, and allcause mortality, have not been well characterized across the spectrum of pediatric traumatic brain injury (TBI). We evaluated emergency department visit outcomes up to 1 year after pediatric TBI, in comparison to a referent group of trauma patients without TBI. We performed a longitudinal, retrospective study of all pediatric trauma patients who presented to emergency departments and hospitals in California from 2005 to 2014. We compared emergency department visits, dispositions, revisits, readmissions, and mortality in pediatric trauma patients with a TBI diagnosis to those without TBI (Other Trauma patients). We identified 208,222 pediatric patients with an index diagnosis of TBI and 1,314,064 patients with an index diagnosis of Other Trauma. Population growth adjusted TBI visits increased by 5.6% while those for Other Trauma decreased by 40.7%. The majority of patients were discharged from the emergency department on their first visit (93.2% for traumatic brain injury vs. 96.5% for Other Trauma). A greater proportion of TBI patients revisited the emergency department (33.4% vs. 3.0%) or were readmitted to the hospital (0.9% vs. 0.04%) at least once within a year of discharge. The health burden within a year after a pediatric TBI visit is considerable and is greater than that of non-TBI trauma. These data suggest that outpatient strategies to monitor for short-term and longer-term sequelae after pediatric TBI are needed to improve patient outcomes, lessen the burden on families, and more appropriately allocate resources in the healthcare system.
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Introduction
Children ages 0 to 14 years account for over half a million emergency department (ED) visits for traumatic brain injury (TBI) annually in the United States (US). [1] TBI remains the leading cause of death and permanent disability in children, yet the majority of TBI cases (75% to 90%) are concussions or other forms of mild TBI. [2, 3] The most recent (2017) report by the US Centers for Disease Control and Prevention (CDC) found an increase in pediatric TBIrelated ED visits but a decrease in hospitalizations and deaths from 2007 to 2013, [1] which could suggest an increase in the incidence of mild TBI or a greater willingness to seek emergency care for less severe pediatric head injuries.
Current evidence on longer-term outcomes suggests that children with TBI may also have longer-term healthcare needs, [4] [5] [6] and children may be more vulnerable to longer-term negative outcomes in a manner different from adults sustaining similar injuries. [7] [8] [9] Other studies have also found significant unmet needs for children after TBI, [10] [11] [12] [13] many of which are for cognitive and behavioral services. Furthermore, the actual burden of pediatric TBI on the healthcare system is most likely underestimated since studying outcomes after pediatric TBI is challenging; symptoms may be subtle or delayed, with sequelae that range from neuropsychiatric disorders [14] to gastrointestinal complaints, [15] which may potentially underestimate ED diagnoses and miss longer-term effects of TBI. [16] Identifying the unmet healthcare needs of pediatric patients with TBI, from mild to severe, may not only improve longer-term health outcomes but also lessen the burden on family members and caretakers. [17] The lack of any standardized system of care for adult or pediatric patients with TBI in the United States [18] may contribute to increased emergency care utilization as EDs serve as a safety-net for many types of unmet healthcare needs. Most of the traditional literature on pediatric TBI focuses on hospitalized patients, rather than a more comprehensive view of outpatient visits to the ED that may result in direct discharge. In addition, longer-term healthcare utilization, more specifically, ED revisits and readmissions have not been widely studied for pediatric TBI. To fill this current gap in the literature, we used a longitudinal approach to retrospectively evaluate ED revisits, readmissions, and 1-year mortality for pediatric patients with TBI of all types of severity who were discharged from California hospitals from 2005 to 2014. Additionally, we compare our group of pediatric TBI patients to a referent group of pediatric trauma patients without TBI as other studies have done. [6, 19, 20] Our study uniquely assesses ED revisits and readmission outcomes using a longitudinal, large administrative database, which may better capture the need for follow-up care or lack of access to follow-up care after TBI, and can inform the organization of systems of care for improving longer-term outcomes in children with TBIs of all types of severity.
Methods
(See S1 Methods for fuller description).
Data
We used non-public patient-level data from the California Office of Statewide Health Planning and Development (OSHPD). This database contains information reported by all non-federal, general acute-care hospitals in California, including non-anonymized information such as date of admission, patient demographics, co-morbidities, diagnostic and procedural information, Injury Severity Scores (ISS), external cause of injury codes, [21] disposition, and total charges for inpatient admissions. We grouped patients into categories of mild (ISS< 9), moderate (ISS 9-16), or severe (ISS> 16) [22, 23] (Department of Public Health and Health Services, Montana). Using vital statistics data we tracked mortality until 2011 (the last year for which linked death files were available). We linked these data with the OSHPD utilization and financial files, which contain hospital-level information such as trauma center status. To calculate visit rates and demographic data, we obtained population data using the US Census, American Community Survey, California Department of Finance, and Current Population Survey.
Selection of participants
Our population included all pediatric patients aged �17 years who were seen at California EDs and hospitals and received a trauma diagnosis. To identify the target TBI population, we selected patients with any diagnosis using the International Statistical Classification of Disease, Ninth Revision (ICD-9) diagnosis codes from the 2017 CDC 
Linkage of encounters
We linked all visits with the same record linkage number to track the same patient over time. The first visit for each patient was considered the index visit, and if multiple visits occurred within 1 day of each other, we did not consider these as separate events given that these could represent ED-to-ED or ED-to-inpatient transfers. TBI and Other Trauma index visits were mutually exclusive, i.e., if a first TBI visit was a revisit of an Other Trauma visit, it was not counted as an index visit. Similar to prior studies identifying ED revisits, [24] [25] [26] we categorized all subsequent visits as revisits and identified readmissions as revisits that resulted in hospitalization.
Outcomes measured
The primary outcomes included revisits (all ED visits, not only those resulting in admission) and readmissions. We chose to evaluate subsequent revisits and readmissions for any diagnosis after the initial index TBI (or non-TBI trauma), because post-TBI symptoms in children can present atypically, and thus TBI-related healthcare use is not always easy to identify. Secondary outcomes included: disposition; mean and median inpatient charges for the first year following the index TBI; and mortality (ED mortality, in-hospital mortality, and out-ofhospital 1-year mortality).
Statistical analyses
We used descriptive statistics to compare characteristics of TBI patients to Other Trauma patients as a whole sample and as visit rates by year (calculated per 100,000 residents/year, where residents refer to the population in the specified demographic group for California). We tracked changes in disposition from the ED and inpatient setting for TBI and Other Trauma patients separately. To assess secular patterns, we estimated negative binomial models for the numbers of visits, with robust standard errors to account for clustering by hospital, calendar year of admission as a categorical predictor, and the log of the population denominator as an offset in the models for rates. We then evaluated heterogeneity and trend across years using Wald tests, based on the fitted models. To assess the independent associations of age, sex, race/ ethnicity, median income, insurance, ISS, mechanism of injury, and trauma center care with numbers of revisits and readmissions within 1 year, we used multivariate negative binomial models, again with robust standard errors to account for clustering by hospital. To account for the competing risk of death, these models used the log of the follow-up time as an offset, with appropriately shorter follow-up for patients who died. Finally, to identify risk factors associated with 1-year mortality, both overall and for discharged and admitted patients, we used analogous multivariate logistic models to calculate hazard ratios (HR), again with robust standard errors to account for clustering by hospital. All regressions were performed for TBI and Other Trauma separately. We conducted all analyses using SAS (version 9.2; Cary, NC). The University of California, San Francisco Institutional Review Board approved our study and issued a waiver for consent for using non-anonymized data.
Results
We identified 208,222 patients aged �17 years with an index diagnosis of TBI during their ED evaluation and 1,314,064 patients with an index diagnosis of Other Trauma (Table 1) . Compared with Other Trauma patients, TBI patients were, on average, younger (mean of 8.1 vs. 9.5 years, p<0.001), more likely to be male (62.7% vs. 60.4%, p<0.001), privately insured (46.3% vs. 43.3%, p<0.001), and more severely injured (mean ISS of 4.8 vs. 4.5, p<0.001) ( Table 1) . Compared with Other Trauma patients, mechanisms of injury for TBI patients were more commonly falls (48.3% vs. 33.5%, p<0.001) and motor vehicle crashes (6.8% vs. 3.7%, p<0.001), they were more likely to be treated at a trauma center (28.7% vs. 24.7%, p<0.001), and were more likely to be admitted as an inpatient (6.8% vs. 3.5%, p<0.001).
Visits with a TBI diagnosis in absolute numbers increased by 2.7% while those for Other Trauma decreased by 42.4% from 2005 to 2014 (S1 Table) . However, Fig 1 shows that the percent of visits for pediatric TBI resulting in hospitalization declined from 10.5% to 4.2% over the study period, with a relatively stable proportion of Other Trauma visits that were admitted (3.9% in 2005 and 2.8% in 2014).
When accounting for population growth, ED visit rates for TBI (Table 2 ) increased by 5.6% during the study period, while Other Trauma visits decreased by 40.7% (p<0.001). TBI visit rates most notably increased in patients who were female (+15.7%, p<0.001) age <5 years (+25.0%, p<0.001), non-Hispanic black (+22.2%, p<0.001), Hispanic (+24.7%, p<0.001), Other Race/Ethnicity (+21.6%, p<0.001), privately insured (+18.5%, p<0.001), and uninsured (+79.5%, p<0.001) patients. In contrast, Other Trauma visit rates markedly decreased across all demographics (range of 28.9% to 68.7%, p<0.001) except in the uninsured who showed a slight increase.
Discharge dispositions
The majority of pediatric patients with a TBI or Other Trauma index visit were discharged from the ED (93.2% versus 96.5%, p<0.001, Table 1 ). The proportion of patients admitted to the hospital (inpatient) decreased for both TBI and Other Trauma; however, TBI patients experienced a larger decrease, from 10.5% in 2005 to 4.2% in 2014 (vs. 4.0% to 2.8% for Other Trauma, p<0.001) (S1 Table) .
Overall, we found that the utilization of other and longer-term healthcare services increased during the study period, both from the ED and inpatient settings (S2 Table) . Although the absolute numbers are small, the proportion of patients discharged directly from the ED after a TBI index visit to "other healthcare institution" (such as federal hospital or critical access hospital) increased nearly 10-fold from 2005 to 2014 (0.05% to 0.46%, p<0.001). We observed similar trends for dispositions of Other Trauma index visits. Of patients discharged from inpatient to elsewhere, some TBI patients (10.7%) but disproportionately more Other Trauma patients were discharged with home health service (32.2%, p<0.001) (S1 Fig) . (Table 3 ). We found that 33.4% (95% CI 33.2%-33.6%) of all patients with an index TBI visit had at least 1 ED revisit and 0.9% (95% CI 0.87%-0.95%) had at least 1 hospital readmission within the first year, comprising 127,553 revisits and 3,181 readmissions during the study period. The median time from discharge to an ED revisit was 156 days (interquartile range [IQR] 66, 256), with 8.9% of revisits or readmissions for TBI patients occurring within 14 days of the index visit. The pattern of revisits was markedly different for Other Trauma patients, with only 3.0% (95% CI 2.91% -2.97%) of patients revisiting the ED and 0.04% (95% CI 0.032% -0.038%) of However, despite the significantly larger proportion of pediatric patients who were diagnosed with TBI on the first visit that had at least 1 ED visit compared to the non-TBI Other Trauma cohort, of those who did have an ED revisit, the timing of these revisits were remarkably similar. Fig 2 shows that the proportion of patients with revisits at varying timepoints is nearly identical.
Risk factors associated with revisits and readmissions after both index TBI visits and Other Trauma visits included older age, female sex, race, insurance, and injury severity and mechanism (S3 Table) . The median inpatient charge for a hospital admission with TBI was approximately $6000 greater than that for an Other Trauma admission ($24,750 vs. $18,695, p<0.001) ( Table 3 ).
Mortality
Compared with Other Trauma patients, TBI patients were more than twice as likely to die in the ED (0.05% vs. 0.02%, p<0.001) and more than 7 times as likely to die in the hospital (inpatient) (2.1% vs. 0.3%, p<0.001) ( Table 1) . Additionally, index TBI patients had more than a 3-fold greater risk of mortality within 30 days of the index visit (0.007% vs. 0.002%, p<0.001) and were over 6 times more likely to die within 1 year of the index TBI visit than Other Trauma patients (0.2% vs. 0.04%, p<0.001) ( Table 3) .
Mortality risk factors for TBI patients differed considerably from those for Other Trauma patients ( Table 4 ). For TBI patients, patients aged 0-4 years had a 2.1 (95% CI 1.6 to 2.9) times greater likelihood of mortality than the oldest patient group (15-17 years) while the reverse trend was seen for Other Trauma patients. Underinsured patients had a higher risk of mortality: uninsured TBI patients and Medicaid-insured Other Trauma patients had higher likelihoods of mortality (hazard ratio (HR) 1.9, 95% CI 1.2 to 2.9 for TBI; RH 1.3, 95% CI 1.1 to 1.6 
Discussion
We evaluated over 1.5 million pediatric trauma patient visits to California EDs over a 10-year period and found a dramatic difference in ED visit trends for patients with TBI versus Other Trauma. Population growth adjusted ED visits with a TBI diagnosis increased by 5.6% while those for Other Trauma decreased by 40.7%. ED pediatric TBI visits nadired in 2007 and peaked in 2012, resulting in an almost 20% increase in that time period, similar to trends reported in the most recent CDC report on the national incidence of TBI from 2007 to 2013 [1] and the equivalent adult TBI study in California. [27] The overall increase in ED visits for pediatric TBI are consistent with other studies that implicate state and national public health initiatives that have increased awareness, and therefore, likelihood of diagnosis. An increase in the likelihood of TBI diagnosis (as opposed to true incidence) could also partially explain the dramatic decrease in Other Trauma, as these groups are mutually exclusive. [28] The rate of visits to the ED for TBI increased significantly for certain groups, including females, children under 5, and minorities (Blacks, Hispanics, and Other). Varying trends across differently insured patients also emerged as an important finding, suggesting that these increases in TBI visits are not only a condition of patients with less socioeconomic advantage: TBI visits to the ED noticeably increased in uninsured pediatric patients, with a less dramatic but still substantial increase in privately insured patients, but Medicaid-insured patients experienced a decrease in the rate of visits to the ED for TBI. We also found important differences between TBI and Other Trauma patients in ED revisits and readmissions. Prior estimates of ED revisits are limited to shorter time frames, e.g., 72 hours after injury, [29] which may not fully capture longer-term healthcare needs. We found that one third of TBI patients had at least one ED revisit within a year of the index visit, compared with only 3.0% for Other Trauma patients, and that the proportion of TBI patients readmitted within a year of discharge was more than twice the proportion of readmitted Other Trauma patients. In addition, a non-trivial 0.2% of patients died within a year of an index TBI visit, representing a 5-fold increased risk compared with Other Trauma patients. These findings suggest that pediatric TBI is associated with a post-injury disease burden that exceeds that of nonspecific trauma. Moreover, the ED revisit rates are comparable to those described in children with chronic diseases such as asthma, [30] suggesting that TBI is not a one-time event but rather, may need to be treated in a fashion similar to chronic conditions. While our study design cannot determine if the index TBI injury is the definitive cause of the revisits, other studies suggest that TBI can result in a host of adverse sequelae (ranging from gastrointestinal to neuropsychiatric), [14, 15] delayed symptoms, and other longer-term adverse outcomes. [4] [5] [6] [7] [8] [9] Overall, our findings suggest that a system of follow-up care may not only better meet the healthcare needs of pediatric patients with TBI but also more efficiently allocate healthcare resources and decrease unscheduled return visits to the ED, reducing overall healthcare costs and ED overcrowding. [10] [11] [12] [13] 31, 32] Findings from another study evaluating outpatient-only utilization for head injury, with an average of 2.5 visits post-index ambulatory ED visit for TBI within 30 days. Providing outpatient healthcare and home services, including psychosocial and emotional support, as well as early identification and treatment of TBI sequelae, may lessen the burden of parents and guardians, while improving pediatric TBI recovery. [33] Further studies evaluating high-risk clinical features could better inform and support the use of outpatient healthcare services in the pediatric TBI population.
Limitations
This study has several limitations. First, our study is clearly a conservative estimate and most certainly underestimates the complete number of pediatric injuries, as a large number of encounters may occur in urgent care and primary care provider settings. [3] Second, our dataset contains a limited amount of clinical information and does not include objective measures of neurologic status such as the Glasgow Coma Score (GCS) or advanced imaging results. Therefore, as with previous studies, we used ISS to classify the general severity of the overall diagnosis. [23, 24] Third, the construction of the study cohorts could be confounded by injury severity, which in turn would influence the study outcomes. The cohort of TBI patients was constructed utilizing any patient with TBI, including that of multisystem trauma. As one might suspect, we found that the ISS was significantly greater in those pediatric patients with TBI compared with those with Other Trauma, 4.8 vs. 4.5, and there was a higher percentage of moderately injured patients with TBI compared with non-TBI trauma patients (3.7% vs. 1.1%). However, we are unsure of the clinical relevance of this difference in ISS, since the ISS score is valued from 0-75. Moreover, and unexpectedly, we found that TBI patients constituted a smaller proportion of severely injured patients (ISS � 16) than that of the Other Trauma patients, 2.0% vs. 2.7%. These findings suggest that our study could underrepresent the difference in the rate of revisit and mortality in patients with TBI compared with those with Other Trauma. Finally, it is difficult to determine the relationship between revisits and readmissions to the initial injury. We felt it was important to capture all revisits and readmissions, since many diagnoses may be attributable to the original TBI but be diagnosed with a different name-for example, someone feeling dizzy or having headaches presenting for care could be coded with simply the symptoms. But certainly there are many instances where the revisit or readmission may not have anything to do with the index injury. For these reasons, we provide the non-TBI trauma as a comparison. Even then, however, there is no way to definitively determine the relationship between revisits or readmissions with the initial injury.
Conclusions
The number of pediatric TBI-related ED visits in California increased at the same time that visits for Other Trauma markedly decreased. TBI but not Other Trauma patients had revisit rates similar to those reported in children with chronic diseases. The 1-year health burden after a pediatric TBI visit is considerable, and outpaces that of nonspecific trauma. Overall, our findings suggest that TBI patients fare differently from Other Trauma patients and may have greater, unmet longer-term healthcare needs. Our healthcare system should move toward more efficient and effective post-discharge care of pediatric TBI, with strategies to monitor for longer-term sequelae to help improve patient outcomes, lessen the burden on families, and more appropriately and efficiently allocate healthcare resources. 
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